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Abstract
The nature of this project is to improve communication, within the interdisciplinary
team, the patients and families by establishing nurse-driven daily multidisciplinary rounds
(MDR). The intensive care environment is quite frightening and disorienting for the patients
and families due to the technology used, the constant care involved and the delirium that often
ensues. The large number of professionals involved in care due to the complexity of the health
issues the critically ill patients face also intensifies the amount of information the patients and
families need to process.
Coordination of care can be complex and difficult. The social issues observed in the
population served by the microsystem have increased significantly since the hospital has
joined the county system and since the covid-19 pandemic began. This complexity of care
has repercussions on the nurses’ workload. Enhanced communication with other
professionals such as social workers and case managers will help the team to address those
issues in a timely fashion and more effectively since rounds save time since all professionals
get the same information simultaneously and then all have a consistent message with the
patient (Hospital Case Management, 2016). Therefore, a nurse-led interdisciplinary daily
rounding is needed to improve communication, patient's safety and increase patients,
families and staffs’ satisfaction.
The goal of this project is to implement structured nurse-led multidisciplinary daily
rounds. The project will be implemented using a fifteen minutes teaching session with a power
point presentation. The visual support of the power point presentation will be available for
consultation at a later time by all employees. The structured rounds will be based on evidencebased practice guidelines. Guidance will be provided to the team about which care issues
should be discussed and how efficiently to prepare for the rounds. A critical care
multidisciplinary rounds tool will be used to guide the rounds and point out pertinent aspect of
care to be discussed. Dutton et al. (2003) have concluded that using a rounding script to guide
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nurses during multidisciplinary rounds contributed to the successful implementation. In order
to improve satisfaction and safety, in-person coaching about how to integrate patients and
families in the rounds will be part of this overall project. For the first couple weeks, support
and feedback will be provided by the Clinical Nurse Leader (CNL) during daily rounding.
Nurses and patient's satisfaction surveys (see Appendix K) (see Appendix L) will be
distributed pre and post-intervention in order to measure the effect of the MDRs. Alert and
oriented patients are asked to fill out a pre-intervention satisfaction surveys from patients
showed that communication with the healthcare team was consistently ranked at the lowest of
the satisfaction score. Using a likert scale from 0 to 4, communication with nurses and
physicians was ranked an average of 3.78 (94%) for the pre-intervention survey. A month after
implementation, the patient’s satisfaction surveys showed an average of 3.88 (97%), the highest
score recorded. 2 months later the average score was 3.75 (94%) and the final score after 3
months of implementation was 3.81 (95%). This represents only a minimal variation of one
percent. Given the results, the improvement is not significant and the results are nonconclusive.
The pre-implementation Healthy Work Environment (HWE) Survey taken by staff nurses
assessed communication using three sections: skilled communication, true collaboration and
effective decision making (see Appendix L). The pre-intervention average score was 3.9/5
(78%) and the post-intervention score improved to 4.3/5 (86%). This represents an
improvement of 8%. This outcome was not reached either since the goal was to increase nurses’
satisfaction by 10%. The results are also nonconclusive.
The daily nurse-led multidisciplinary rounds project was very useful and beneficial
for the microsystem. MDRs have proven to improve communication between professionals
even though the surveys’ results were not conclusive. Feedback from nurses showed that
cohesion improved in the multidisciplinary team regarding the plan of care. Rounds improve
teamwork and consistency for the patient and family regarding care goals and instructions.
Rounds have been in place for 3 months so the maintenance phase of the project can now
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projected to open in the next few months.
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Implementation of Nurse-Led Multidisciplinary Rounds in a Critical-Care Unit
Introduction
Problem description
Nurses satisfaction survey based on the healthy work environment (HWE) program of
the American Association of Critical Care Nurses (AACN) (n.d.) have been handed out to
nurses as part of a Beacon improvement project. Over the last year, the results of this survey
showed that nurses rate the communication with others professionals and patients has one of
the main issues they face.
Moreover, patient's satisfaction surveys show that the two most common issues during
the critical care hospitalization are related to communication and the time physicians and nurses
spend with patients. The surveys used are based on AACN recommendations but interference
can be made about the repercussions on Hospital Consumer Assessment of Healthcare
Providers and Systems (HCAPS) scores received by the hospital. Improving HCAPS scores
would therefore improve hospital reimbursements.
Another very important effect of nurse-led multidisciplinary rounds is improved
patients’ safety. In multiple critical care environment, daily rounds have showed to improve
patients’ safety. Dittman, K. & Hugues, S. (2018) saw significant improvement in their
neonatal intensive care unit patients’ safety by increasing nurses’ participation in
multidisciplinary rounds. O’Brien et al., (2018) quasi-experimental study in an intensive care
unit showed that using multidisciplinary rounds enable staff to correct errors and
miscommunication in approximately half the rounds.
Rationale
Evidence-based data is available to support the implementation of nurse-led
interdisciplinary rounding. The importance of open and clear communication in critical care
units during difficult decision-making has been repeatedly stressed in researches. Family
members and patients often voice that they feel insufficient time is dedicated to explaining the
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plan of care or discussing their preferences and values. Establishing a trust relationship with
the patients and families takes time. Rounds are a great way to facilitate trust building by
keeping everyone updated and engaged (DeKeyser Ganz, 2019).
Nurse-led rounds have proven to be very efficient. The nurse plays a very important
role as a coordinator of care. The nurse, being present at the bedside the most, has special
insights into the current clinical condition of the patient. They are the perfect advocate and
should hence be the coordinators of the multidisciplinary rounds (DeKeyser Ganz, 2019).
The Society of Critical Care Medicine and the American Association of Critical-Care
Nurses recommend the integration of families during rounds. Involving patients and families
has been shown to enhance communication. Communication between nurses, physicians, other
healthcare professionals, patients and families improve the plan of care and quality of
information shared during rounds. It is clear that involving families in rounds can also improve
outcomes (Strathdee, Hellyar, Montesa & Davidson, 2019). Multidisciplinary rounds have also
shown to improve interactions between nurses and physicians and increase the time spent with
patients (Der, 2009).
A population, interventions, comparison and outcomes (PICO) statement was used in
order to guide the search for evidence-based data. The following statement was used: in patients
admitted to the intensive care unit (P), does participation in daily multidisciplinary rounds (I)
compared to participation in medical rounds only (C) improves patients and family’s
satisfaction with care (O)? Based on this question, an electronic databases search was initiated.
The CINAHL and PubMed databases were used. The terms “multidisciplinary rounds”,
“outcomes”, “communication”, “satisfaction” and “multidisciplinary rounding” were entered
in the systems. The search results were limited to the English language, peer reviewed articles
that were published from 2010 to 2020. The search yielded multiple articles of which six were
selected for the literature review. The selected articles were evaluated using Johns Hopkins
Evidence-based Practice research evidence appraisal tool (see Appendix N).
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Aicher, Hanlon, Rosenberger, Toursavadkohi & Crawford (2019) conducted a
quasi-experimental study that restructured patients rounds, implemented multidisciplinary
rounds and used clinical pathways to vascular postoperative care. 1697 adult vascular surgery
patients’ data were analyzed. Improved communication amongst staff led to a significant
reduction in length of stay and reduction of 30 days readmissions.
Chava, Karki, Ketlogetswe & Ayala (2019) conducted a randomized clinical trial
based on a retrospective study in a community teaching hospital analyzing the effect of quality
improvement intervention in congestive heart failure patients. Daily multidisciplinary round
checklist, goal setting and clinician prompting on mortality were analyzed. A significant
decrease in length of stay and readmission rates was noted.
Epstein (2014) conducted a systematic review with meta-analysis and concluded that
multidisciplinary teams improved staff communication, decreased adverse events, improved
patients’ outcomes, decreased length of stay and improved patients and staff’s satisfaction.
Mercedes, Fairman, Hogan, Thomas & Slyer (2016) quantitative systematic review
included three quasi-experimental and five descriptive studies of quality improvement projects.
The study concluded that the use of a structured multidisciplinary rounds tool improved
communication and collaboration, thus improving multidisciplinary team’s satisfaction.
Evidence was lacking regarding the effect of multidisciplinary rounds on length of stay
reduction or patient’s satisfaction.
O’Brien et al. (2018) conducted a quasi-experimental study. After implementation of
a toolkit to standardize multidisciplinary rounds, nurse participation increased in both the
surgical and the medical intensive care units. Surveys and rounds observation were conducted
pre and post-intervention. In nearly half the multidisciplinary rounds observed,
miscommunication and errors were corrected. This study concluded that the use of a
standardized toolkit can improve nursing engagement and multidisciplinary communication.
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In Zakzesky, Klink, McAndrew, Schroeter & Johnson’s (2015) study, a qualitative,
descriptive survey design was used in order to reveal the perception of the patients about their
discharge process, which include multidisciplinary rounds. The study used the Meleis’ middle
range theory of transition. Positive themes revealed were timelines and tasks, communication,
social support, and motivation and negative themes were medical setbacks, insurance
limitations, and infrequent communication.
Specific Project Aim
The project aims to improve interdisciplinary communication and communication
with patients and families in the intensive care unit (ICU). More specifically, patient’s
satisfaction with nurses and physicians’ communication should improve by 10% by the third
month after implementation. The process will begin with the notification of the patient’s need
to be admitted in the ICU. The process will end with the appropriate disposition of the
patient, whether it is a transfer or a discharge. By working on the process, we expect 1)
improved interdisciplinary communication 2) improved communication with patients and
families 3) improved care efficiency 4) reduction in readmissions. It is important to work on
this project now because of the needs of the microsystem that were identified such as 1)
improved patients and families’ satisfaction 2) improved healthcare professionals’
satisfaction 3) improved patient safety 4) reduced unnecessary ICU costs.
Methods
Context
The ICU at SLRH provides critical care for the sickest patients of the hospital. The
patient population varies greatly depending on the season and what the community is
experiencing. The volume of patients varies with the highest period being flu season. The
patient treated in ICU usually suffer from pneumonia, sepsis, congestive heart failure
exacerbation, respiratory failure, chronic obstructive pulmonary disease, delirium tremens,
diabetic keto acidosis and arrhythmias such as atrial fibrillation, supraventricular tachycardia
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or symptomatic bradycardia. Rarely do surgical patients end up being treated in this ICU but
cases of gastrointestinal bleeding and complicated abdominal surgeries are seen from time to
time.
The ICU team treats approximately 5 to 6 patients a day and accounts for 739 hospital
days in 2019. 80% of patients are admitted from the emergency room and 20% are transferred
to the ICU after a stay in the medical/surgical unit. Patients are seldom discharged from the
ICU, less than a dozen cases a year happen. Usually patients are transferred to the
medical/surgical floor when their condition improves. In the event that the patient’s condition
requires medical specialties that are not offered at SLRH, they are transferred to one of our
sister hospitals. This accounts for a very limited number of patients.
Most of the population comes from rural areas of Santa Clara and South County. The
approximate age is from 30 to 90 years old. The level of education tends to be lower than in
the more metropolitan areas further North. A lot of the population is of Hispanic origin and
speaks Spanish only. Interpreter services are available 24/7. More homeless patients have
been using the services of the hospital in the past year but accurate percentages are not
available at this time. Patients satisfaction specific to ICU is overall very good, higher than
80%. The lowest ratings are consistently given to the noise level of the unit and the
communication between patients and physicians.
This ICU is the only critical care unit for this facility. The unit is made of 8 beds, a
team of 3 intensivists, 12 rotating respiratory therapists and 50 registered nurses. About 45%
of nurses are certified critical care registered nurses by the AACN. Seven nurses currently
hold an advanced nursing degree or are currently completing their studies to obtain one. More
than half nurses are regular employees, meaning they work 32 hours or more a week.
Staff satisfaction is assessed quarterly via an anonymous online survey. Staff
satisfaction is moderate (60% to 70%) and increasing slightly in the last year. Most staff find
the environment to be supportive but the resources are still lacking at times.
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The acuity and number of patients increases drastically recently but the processes
have not been reviewed to adapt to the increased demand on the bedside nurses and the rest
of the care team.
The communication between administration and the staff on the unit is deemed good
according to the staff surveys. All members of the unit meet with the manager monthly for a
staff meeting. The manager also maintains an open-door policy. We also have a monthly
newsletter and a good communication line through work emails. Communication between
different shifts could be improved though. Rarely do we compare how things are done on
days versus nights unless people work overtime. Overall, communication within the nursing
discipline is adequate.
Communication between different disciplines can be a challenge though for different
reasons. The present pandemic has also accentuated the isolation of certain professionals due
to mandatory social distancing. Discussion with medical staff varies a lot depending on the
intensivists and the nursing team has found it difficult to adapt to certain style of coordination
of care. Multidisciplinary rounds help alleviate this issue and ensure a specific time to reach
out and discuss the plan of care for the patient. Case managers and social workers are an
essential part of the team and they have a wealth of information about the patients' baseline
situation and particular challenges. It can be a challenge to reach them sometimes because of
their caseloads. Speech, occupational and physical therapists have a different perspective on
how the patients is evolving sometimes then the nursing staff does. Their input on the
progress can guide decisions in the plan of care and discharge process. At this time, it is
difficult to reach them because none of them are dedicated to the critical care unit specifically
and they have to juggle patients on the medical floor too. Respiratory therapists work in close
collaboration with the nurses and physicians in the intensive care unit but changes occur so
rapidly, especially for the ventilated patients, that exchange of information can be a challenge
too. The nurses in the ICU have very limited contact with the pharmacists unfortunately. As
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the complexity of the population that we serve increase, more questions will come up
regarding drips and pharmaceutical treatments. A better line of communication is needed to
ensure medication endling safety.
Strengths, weaknesses, opportunities, and threats (SWOT) analysis was done to get a
better grip on the current strength and weakness of the unit. Opportunities for growth and
threats were also identify (see Appendix D).
The microsystem’s need that is most apparent in the intensive care unit (ICU) is a
need for better communication between healthcare professionals involved in patients’ care.
Moreover, better communication with patients and families to personalize care is needed.
It is important to improve communication in the ICU because the nursing staff has
identified communication as a lacking area. When ICU nurses were surveyed using the
American Association of Critical Care Nurses’ Healthy Work Environment surveys,
interdisciplinary communication was the lowest scoring item. More specifically, a least a
quarter of nurses feel they are able to influence policies, procedures and bureaucracy in the
microsystem. About 20% of nurses think that medical staff, nursing managers and
administrators do not take nurses opinions or input into consideration when making
decisions. Even more concerning is the fact that only half of the ICU nurses believe that the
ICU staff, administrators, managers, nurses and physicians carefully take into consideration
the patient’s and family’s perspectives whenever they are making important decisions
regarding the patient’s care. Finally, data gathered from patients’ satisfaction surveys also
show that the lowest score is constantly attributed to communication with physicians and
nurses.
Speech therapists, physical therapists and occupational therapists used to be
contracted employees but they are in a period of transition right now and we hope to integrate
them to the multidisciplinary rounds in the near future.
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Multiple factors play a role into the low satisfaction level of patients and families and
staff regarding communication (see Appendix H). Causes related to the process involve in
communication such as time constraints during medical rounds, being updated by only one
professional at a time which lead to the lack of cohesion in the plan of care and the absence
of family at the bedside to receive and help process the information. The physical
environment of the ICU also creates a sense of isolation for the patient in their room.
Moreover, other causes related to the professionals are difficulties in getting a hold of
physicians for family and patients update at different time of the day, different approaches
depending on physicians or nurses and changing physicians or nurses' schedule. Continuity of
care is sometimes a challenge. Lastly, causes related to the ICU environment are a busy
workflow that limit the amount of time available for discussion with patients and families and
the difficulty in predicting when staff will be available because of the lack of a set time for
interdisciplinary communication. The implementation of nurse-led MDR will hopefully
address most of the causes listed above and improve satisfaction among patients, families and
staff.
In order to effect change more effectively in the microsystem, it is important for the
CNL to understand theories of change. The one chosen for this project was Lewin’s force
field model of change. This model is based on people’s motivation and intention. It uses the
impact opposing forces have on a change process. The driving forces are leading toward the
change and the restraining force away from it. Both external and internal factors affect the
forces. Restraining forces usually create barriers to change. A good example is the leaders’
support as a driving force, the resistance to change in the routine as restraining force is people
being at ease in the present situation and fearing the change, the unknown. Lewin’s model of
change is a 3 steps process. The first step consists of unfreezing the current situation. The
need for change is identified. During this step the power point presentation and microsystem
assessment data were used to increase driving forces and attempt to convince colleagues to
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change their habits. The second step is the implementation at which point support and
feedback were given during MDRs. Finally, the third step is called the refreezing stage. At
this point, the change is being integrated into the routine in order to make it permanent. This
stage has not been completed yet due to time restraints. This stage will consist in the
maintenance of the rounds (Bozak, 2003).
Intervention
The IHI Model for improvement is the model used by our quality improvement and
educational department in the hospital. The model was used for this project too.
The approach to quality improvement projects follows the IHI model and uses 3 questions
followed by multiple PDSA cycles. The questions are help to determine the aim of the
project, the measurements to be used and the formulation of a hypothesis. This project also
used the SMART acronym (specific, measurable, achievable, realistic and timely) to insure
all the component of the aim were addressed (Picarillo, 2018).
The plan, do, study, act (PDSA) cycles started with the implementation of a weekly
nurse led multidisciplinary round (Picarillo, 2018). Because this project involves many
professionals, this was the smallest scale of implementation that was possible. The
intensivists, case managers, social workers, respiratory therapists, assistant nurse manager
and nurses all agreed to meet at 11:00 for nurse-led multidisciplinary rounding. The suppot
from the Beacon team, a committee aimed at improving the work environment on our unit
was instrumental in supporting the process, acquiring feedback and supporting the staff
during all the phases of the implementation. Feedback was collected from the staff, and the
change that was made was to shorten the rounding tool used and to indicate in each section
which professional input we were seeking depending on the system or issue that was
addressed. The second PDSA cycle started with the implementation of MDRs tree times a
week. The feedback from the staff at this time pointed out that the rounds were still very time
consuming so another more focused rounding tool was trialed. The third PDSA cycle and
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final one was the implementation of the daily rounding from Monday to Friday. By now
nurses are more autonomous and efficient at leading the rounds and they steered away from
the paper rounding tools but continue to respect the structure.
Measures
The outcome measures chosen are the patient and family average satisfaction score
regarding communication with healthcare professionals in ICU and the average score of
nurses’ healthy work environment survey regarding communication satisfaction. The score
will be expressed in percentage. Another score that helps interpret the data will be the
percentage of patients' participation to the surveys for a given period of time. The Healthy
work environment survey was chosen to evaluate staff’s satisfaction since it has been proven
to be a valid and reliable tool. The tool has been in use by the American Association of
Critical-Care Nurses (n.d.) for many years now. The patients’ satisfaction surveys were
developed in collaboration with the Beacon team of the unit. Questions were based on the
Hospital Consumer Assessment of Healthcare Providers and Systems survey, which has been
used for years to assess hospitals performances and have proven both valid and reliable.
Many balancing measures also influence data. The marked increase in admission
volume, the drastic increase in the acuity of patients, the increased number of patients
requiring to be in isolation due to diverse conditions such as covid and the decreased in
family members that are allowed to be present on the unit or their total absence all influenced
the participation to the surveys and the communication itself.
Decreased complications and length of stay (LOS) are very important secondary goals
of the project. The cost related to the project represents a total of $3035, mostly for the
training of the staff. There are 52 nurses to be trained on the unit with an average hourly
wage of $62 (Nurse Salary Guide, 2019). The CNLs salary providing the education will be
approximately 40 hours. The average CNLs hourly rate is estimated at $51 (Ziprecruiter,
n.d.). The approximate time for the in-service will be 15 minutes. Materials needed for this
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project will be negligible since online PowerPoint presentation will be used. 2 to 3 printed
copies may be necessary for consultation on the unit. Paper form of patients and nurses’
satisfaction surveys could be $30 Approximately 50$ will suffice.
The project’s goal is ultimately to improve patient and staff satisfaction. It is difficult to
measure the financial impact of those qualitative benefits. Increased patients’ satisfaction
means higher HCAPS score and better reimbursement through Medicare. Increased staff
satisfaction means better retention of employees and decreased cost of hiring and orienting.
Something that is more easily calculated though is decreased LOS of patients in ICU because
of better coordination of care. Considering that the national average cost for an ICU bed is
$3518 per day, even a relatively small reduction in the ICU LOS can save the hospital a
significant amount of money. In Chava, Karki, Ketlogetswe & Ayala (2019), patients’ mean
LOS was reduced by 0.7 days. The microsystem treats approximately 240 patients a year.
Assuming the project can improve half of the LOS of patients, a possible reduction in 84 ICU
days can be anticipated. This translates into possible savings of $295,512. The net benefits
could be $292,477.
Ethical Considerations
An ethical concern during this project was the preservation of the patient’s right for
privacy despite the inclusion of multiple family members in the daily rounding. In
collaboration with the medical director, it was decided that only relatives with an official
power of attorney status would be allowed to attend daily rounds as a legal representative of
unconscious or confused patients. As for alert and fully oriented patients, their explicit
consent would be obtained before any other person would attend. Moreover, a procedure was
established where all nurses would alert their patients of the time of the daily rounding and
ask for the visitors to leave the unit for 30 minutes or for the glass door to be closed if
deemed safe for the patient. This procedure made the staff more at ease of discussing
sensitive information with a multidisciplinary team.
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Including patients in the rounds, when they felt comfortable participating, also
increased their sense of autonomy. Patients have a right to self-determination and the team
has to respect their decisions.
Results
The initial step for the MDR project was to assess the microsystem in order to
pinpoint needs and get an idea of what project improvement could benefit the unit. The next
step in the implementation was getting stakeholders’ approval, the medical director and unit
manager were convinced using a power point presentation of the project’s benefits and a cost
benefit analysis (Appendix F). During a staff meeting, nurses were presented with a power
point explaining the project and the expected benefits for patients, families and nurses.
(Appendix M). Patients and families’ satisfaction surveys were monitored on discharge or
transfer from the unit. Data was compiled on a monthly basis. The pre-intervention surveys
results rate communication an average of 3.78/4 (94%). See Appendix K for details about
each category: communication with nursing, communication with physicians, family
inclusion in care and communication in general. After gathering those data, the PDSA cycles
were started.
For the first PDSA Plan, Do, Study, Act (PDSA) cycle (see Appendix I), the rounding
tool #1 was used as a guide for the discussion of each patients’ case. Rounding tool #1 was
based on a head-to-toe assessment (see Appendix J). Coaching by the CNL was done during
every rounding. Rounding would take place only once a week on Wednesdays.
The results obtained from the patients’ satisfaction surveys after one month showed an
average score of 3.88/4 (97%), which represent a slight increase.
For the second PDSA cycle, the rounding tool #2 (see Appendix J) was used as a
guide for the discussion of each patients’ case. Rounding tool #2 was based on the ABCDEF
bundle. Coaching by the CNL was done during every rounding also. Rounding would take
place three times a week on Mondays, Wednesdays and Fridays.
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The results obtained from the patients’ satisfaction surveys after two months showed
an average score of 3.75/4 (94%), which is a decrease of 3%.
For the third and last PDSA cycle, the rounding tool #3 (see Appendix J) was used as
a guide for the discussion of each patients’ case. The rounding tool #3 was based on the headto-toe assessment like #1 but was significantly shorter. The focus was mainly on
abnormalities and social issues encountered by the patient. Coaching by the CNL was done
during every rounding. Rounding would take place five times a week from Monday to Friday.
The post-intervention patients and family survey showed an improvement of only 1%,
which is not significant. The post-intervention average score was 3.81/4 (95%). This can be
explained by the fact that the pre-intervention score was high.
Moreover, the survey participation decreased from 11 patients to 9 patients for the
pre-intervention to the post-intervention results. The stability of the average score is in itself a
positive outcome given the difficult environment in the microsystem over the past few
months. The covid-19 pandemic changed the environment of the microsystem drastically,
limiting visitors and families’ presence, forcing very strict isolation precautions on most
patients and taxing the nursing team’s resources. The patients’ acuity sky rocketed,
something this microsystem had never faced before. The number of nurses was insufficient to
face the surge of patients at first but the administration has since hired a lot of new
employees, mainly as per diem. Those factors all influenced patients and family satisfaction
with communication. The presence of many new nurses meant they had to adapt to the
environment. Communication with the rest of the care team may have been more challenging
for them at first. All those circumstances are challenges that can explain why the initial
improvement goal of 10% was not reached.
Again. the post-intervention nurses’ survey showed an improvement of only 8%,
which is 2% lower than the initial goal. The post-intervention average score was 4.3/5 (86%).
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This can be explained by the fact that participation decreased from 21 nurses for the preintervention survey to only 12 for the post-intervention.
As explained above, the microsystem environment changed a lot over the past few
months with the covid-19 pandemic. The workload for nurses increased and fluctuated quite a
lot over the past months. A lot of changes in policies and procedures also took place and
saturated the nurses with the amount of change they could process. In conclusion, the stress
of the pandemic might have influenced the nurses’ answers to the survey.
Discussion
Summary
The takeaway from the results obtained from the patients and family communication
satisfaction surveys is that the stability observed over 3 months is encouraging. Since the
scores started at a very high level of 94%, there was very little room for improvement. The
fact that the scores remained high even as the covid-19 pandemic started affecting the
microsystem means the care team was able to sustain communication with patients and
families even in this very challenging situation. The implementation of MDRs may have
contributed to the sustained communication with patients during this time.
Another key finding was that the nurses’ satisfaction with communication improved
slightly even though the 10% goal was not reached. The daily nurse-led MDRs may improve
communication between professionals even more in the future as nurses get more at ease with
the process and own the importance of their input in the care team.
A lesson that was learned during the process of implementation is the importance of
having a strong stakeholders’ buy-in for the project. Often things would get hectic for staff
nurses and the workload was very high for them. Nurses were making comments about the
possibility of skipping the MDRs for the day but we never did because the nursing manager
would join the rounds on a daily basis and participate in the discussion. Leadership is very
important while implementing projects and bringing new ideas to the table. Leading by
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example and modeling behaviors were crucial for the project to be integrated in the unit’s
routine. The CNL presence also contributed to adherence to the rounds. It was very important
to be able to adapt to new situations and context. The covid pandemic created an influx of
patients never seen before in the microsystem. The nature of the disease also forced a lot of
patients to be isolated which impeded the unit’s workflow. Several adjustments had to be
made to the original plans of conducting rounds at bedside. This was impossible because of
isolations but also because case managers and most therapists would join the MDRs remotely
via an online platform. Nonetheless, the project was successfully implemented. Lastly. asking
for in-person feedback from MDRs’ participants was very useful in adjusting the rounding
tools and making changes.
Conclusions
The daily nurse-led multidisciplinary rounds project was very useful and beneficial
for the microsystem. Even though some push back was encountered in the initial phase, most
professionals came around and integrated the rounds in their daily practice.
Nurse-led MDRs have proven to improve communication between professionals as
illustrated by the surveys’ results. By providing a set time for exchanges and questions, it
minimizes interruptions of the medical team during other times.
Cohesion increased in the multidisciplinary team regarding the plan of care since it is
now discussed daily and everyone is updated about the specifics of the discharge plan goals.
MDRs improved teamwork and consistency for the patient and family regarding care goals
and instructions.
The project is sustainable and has been integrated into the official unit's routine for
more than 3 months. The maintenance phase should start. The format had to be revised and
teleconference is used for isolated patients instead of bedside rounds to limit virus exposure.
With the stakeholders’ approval, the medical director and unit's manager, it is safe to assume
this practice is now here to stay, even though Some adjustments had to be made.
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The way this microsystem proceed with rounds could be applied to the new
progressive care unit since the same administration will supervise this new unit. The same
intensivists, already used to the procedure, will provide care on that unit. By using the same
implementation process, educating nurses and supporting them in person for a few weeks,
rounds could greatly benefit communication in this new care team.
As for the implications of this project for the nursing practice in general, it is great to
know that the effects of MDRs are reproductible. Similarly, benefits seen in other
environments such as improve satisfaction and safety (Bussey & Johnston, 2015) were found
after MDR implementation in the microsystem.
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Appendix A
EVIDENCE-BASED CHANGE OF PRACTICE PROJECT CHECKLIST *
STUDENT NAME: Sandra Champagne
DATE: 07/29/2020
SUPERVISING FACULTY: Robin Jackson
Instructions: Answer YES or NO to each of the following statements:
Project Title: Implementation of Interdisciplinary Rounds in a critical care unit

YES

NO

The aim of the project is to improve the process or delivery of care with established/
X
accepted standards, or to implement evidence-based change. There is no intention of using
the data for research purposes.
The specific aim is to improve performance on a specific service or program and is a part of
X
usual care. ALL participants will receive standard of care.
The project is NOT designed to follow a research design, e.g., hypothesis testing or group
X
comparison, randomization, control groups, prospective comparison groups, crosssectional,
case control). The project does NOT follow a protocol that overrides clinical decisionmaking.
The project involves implementation of established and tested quality standards and/or
X
systematic monitoring, assessment or evaluation of the organization to ensure that existing
quality standards are being met. The project does NOT develop paradigms or untested
methods or new untested standards.
The project involves implementation of care practices and interventions that are consensusX
based or evidencebased. The project does NOT seek to test an intervention that is beyond
current science and experience.
The project is conducted by staff where the project will take place and involves staff who
X
are working at an agency that has an agreement with USF SONHP.
The project has NO funding from federal agencies or research-focused organizations and is
X
not receiving funding for implementation research.
The agency or clinical practice unit agrees that this is a project that will be implemented to
X
improve the process or delivery of care, i.e., not a personal research project that is
dependent upon the voluntary participation of colleagues, students and/ or patients.
If there is an intent to, or possibility of publishing your work, you and supervising faculty
X
and the agency oversight committee are comfortable with the following statement in your
methods section: “This project was undertaken as an Evidence- based change of practice
project at X hospital or agency and as such was not formally supervised by the Institutional
Review Board.”
ANSWER KEY: If the answer to ALL of these items is yes, the project can be considered an Evidence-based
activity that does NOT meet the definition of research. IRB review is not required. Keep a copy of this
checklist in your files. If the answer to ANY of these questions is NO, you must submit for IRB approval.
*Adapted with permission of Elizabeth L. Hohmann, MD, Director and Chair, Partners Human Research Committee, Partners Health
System, Boston, MA.
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Evaluation Table

PICO question : In patients admitted to the intensive care unit (P), does participation in daily
multidisciplinary rounds (I) compared to participation in medical rounds only (C) improves
patients and family’s satisfaction with care (O)?
Table B1
Study

Design

Sample /
Setting

Outcomes/feasibi
lity

Aicher, B. O., Hanlon, E.,
Rosenberger, S.,
Toursavadkohi, S. & Crawford,
R. S. (2019,
June). Reduced length of stay
and 30-day readmission rate on
an inpatient vascular surgery
service. Journal of Vascular
Nursing, 37, 78-85.
doi:10.1016/j.jvn.2018.11.004

quasiexperimental
study
restructured
patients
rounds,
implemented
multidisciplin
ary rounds
and used
clinical
pathways to
vascular
postoperative
care.
randomized
clinical trial
based on a
retrospective
study
analyzing the
effect of
quality
improvement
intervention.
Daily
multidisciplin
ary round
checklist, goal
setting and
clinician
prompting on
mortality were
analyzed.

1697
adult
vascular
surgery
patients’
data were
analyzed.

Improved
communication
amongst staff led
to a reduction in
length of stay of
2.8 days and
reduction of 30
days
readmissions.

Chava, R., Karki, N.,
Ketlogetswe, K. & Ayala, T.
(2019, June). Multidisciplinary
rounds in prevention of 30-day
readmissions and decreasing
length of stay in heart failure
patients: A community hospital
based retrospective study.
Medicine, 98(27).
doi:10.1097/MD.00000000000
16233

congestiv
e heart
failure
patients
in a
communi
ty
teaching
hospital

A significant
decrease in
length of stay and
readmission rates
was noted.

Eviden
ce
rating
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Epstein, N.E. (2014).
Multidisciplinary in-hospital
teams improve patient
outcomes: A
review. Surgical Neurology
International, 5(7), 295-303.

systematic
review with
meta-analysis
.

Multiple
settings

Mercedes, A., Fairman, P.,
Hogan, L., Thomas, R. & Slyer,
J.T. (2016). Effectiveness of
structured multidisciplinary
rounding in acute care units on
length of stay and satisfaction
of patients and staff: a
quantitative systematic review.
Joanna Briggs Institute, 131168. doi:10.11124/JBISRIR2016-003014

quantitative
systematic
review
included 3
quasiexperimental
and five
descriptive
studies of
quality
improvement
projects.

Multiple
settings

O’Brien, A., O’Reilly, K.,
Dechen, T., Demosthenes, N.,
Kelly, V., Mackinson, L.,
Corey,
J., Zieja, K., Stevens, J.P.,
Cocchi, M. N. (2018).
Redesigning Rounds in the
ICU: Standardizing Key
Elements Improves
Interdisciplinary
Communication. The Joint
Commission Journal on Quality
and Patient Safety 44(10), 590–
598. doi:
10.1016/j.jcjq.2018.01.006

quasiexperimental
study.
Implementatio
n of a toolkit
to standardize
multidisciplin
ary rounds

surgical
and the
medical
intensive
care
units.

multidisciplinary
teams improved
staff
communication,
patients
outcomes and
patients and
staff’s
satisfaction
decreased
adverse events
and length of stay
the use of a
structured
multidisciplinary
rounds tool
improved
communication
and
collaboration,
thus improving
multidisciplinary
team’s
satisfaction.
Evidence was
lacking regarding
the effect of
multidisciplinary
rounds on length
of stay reduction
or patient’s
satisfaction.
nurse
participation
increased. In
nearly half the
multidisciplinary
rounds observed,
miscommunicatio
n and errors were
corrected.
standardized
toolkit can
improve nursing
engagement and
multidisciplinary
communication
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Project Charter

Title
Implementation of Nurse-Led Multidisciplinary Rounds in a Critical-Care Unit

Global Aim
The project aims to improve interdisciplinary communication and communication
with patients and families in the intensive care unit (ICU).

Specific Aim
Patient’s satisfaction with nurses and physician's communication should improve by
10% by November 20th, 2020. Nurses’ satisfaction with multidisciplinary satisfaction should
improve by 10% by November 20th 2020.

Background
In ICU, pre and post-intervention surveys were used. Baseline nurses’ satisfaction
survey results average 3.9/5 78%). Communication was the lowest scoring item in the nurses’
survey. Baseline patients’ satisfaction survey results average 3.78 over 4.
MDRs improve staff communication, decreased adverse events, improved patients’
outcomes, decreased length of stay and improved patients and staff’s satisfaction (Epstein,
2014). Involving patients and families has been shown to enhance communication, improve
the plan of care, quality of information shared during rounds and outcomes (Strathdee,
Hellyar, Montesa & Davidson, 2019).
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Goals
The goal of this charter is to improve patients’ satisfaction regarding communication
during their stay in ICU. The implementation of daily nurse-led multidisciplinary rounds
should lead to
1) improved interdisciplinary communication
2) improved communication with patients and families
3) improved care efficiency
4) reduction in readmissions.

Measures
Population Criteria: Alert and oriented ICU patients to be transferred to lower acuity unit or
discharged.
Data Definition:
Patients satisfaction survey: Microsystem's satisfaction survey including communication and
time spent with patients by RN and MD, communication, updates and medication education.
Nurses satisfaction surveys: Healthy Work Environment’s surveys questions in 3
communication sections: skilled communication, true collaboration and effective decision
making.

Team
A project RN lead, two staff nurse champions and the nurse educator.

Sponsors
The Assistant Nurse Manager, the Assistant Medical Director and the Chief Nursing Officer.
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Driver Diagram

Recommendations for Changes
Finally, achievement of the outcomes; the improvement of the satisfaction level of
patients and families with the communication and interactions with healthcare professionals,
will be tracked. Staff nurses’ feedback will be assessed on a monthly basis in order to make
changes and build the next PDSA cycle. Outcomes will be reported to the monthly staff
meeting and unit beacon team.

Measurement Strategies
Data Collection Method: Data will be obtained from surveys filled out by patients and
families about their intensive care unit stay. Data will be tracked for a month before the
project implementation to establish as baseline and then over 3 additional months.
Additionally, nurses’ satisfaction surveys pre-intervention and 3 months after implementation
will be distributed electronically.
The improvement will be achieved using presentation and in person coaching by the
Clinical Nurse Leader (CNL). A rounding tool will also be used to guide nurses and
standardize the information exchanged with the multidisciplinary team.
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Project Timeline

Project Timeline
Description
Microsystem
Assessment
Define topic
Aim Statement
Background
Measurement Strategy
Unit presentation
Changes to test
Driver diagram
Data collection
Sponsors
Charter
Final Presentation

July
X

Aug.

Sept.

Oct.

Nov.

X

X

X
X
X
X
X
X
X
X
X
X
X
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Lessons Learned

Lessons Learned
A lesson that was learned during the process of implementation is the importance of
having a strong stakeholders’ buy-in for the project. Often things would get hectic for staff
nurses and the workload was very high for them. Nurses were making comments about the
possibility of skipping the MDRs for the day but we never did because the nursing manager
would join the rounds on a daily basis and participate in the discussion. Leadership is very
important while implementing projects and bringing new ideas to the table. Leading by
example and modeling behaviors were crucial for the project to be integrated in the unit’s
routine. The CNL presence also contributed to adherence to the rounds. It was very important
to be able to adapt to new situations and context. The covid pandemic created an influx of
patients never seen before in the microsystem. The nature of the disease also forced a lot of
patients to be isolated which impeded the unit’s workflow. Several adjustments had to be
made to the original plans of conducting rounds at bedside. This was impossible because of
isolations but also because case managers and most therapists would join the MDRs remotely
via an online platform. Nonetheless, the project was successfully implemented. Lastly. asking
for in-person feedback from MDRs’ participants was very useful in adjusting the rounding
tools and making changes.
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CNL Competencies

CNL Competencies
Clinician: In this role the CNL evaluates, coordinate and designs the care of the microsystem
population and their families by implementing the rounding. The CNL provides care with an
emphasis on prevention , health promotion and patients safety as the act of rounding is
modeled for the care team.
Outcomes Manager: analyses the microsystem’s needs through the microsystem assessment.
Synthesizes the data and information available to evaluate the needs, plan for and achieve
optimal patients’ outcomes.
Client Advocate: ensures that patents and families in the microsystem are well informed
about their plan of care and care options. Is a leader in including the patients and families in
care planning during daily rounding and multidisciplinary discussions.
Educator: uses information, technologies and teaching strategies to teach patients, families
and colleagues about the daily multidisciplinary rounding and their benefits.
System Analyst/Risk Anticipator:
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Run Charts

Figure E1
Patients’ Satisfaction Surveys
Communication Questions
Q5 - The amount of time your nurse
spent with you
Q6 - The amount of time your doctor
spent with you
Q1 - How well did the doctor listen to
your concerns?
Q2 - How well did the doctor explain
your treatment options?
Q3 - How well did your provider
explain follow up instructions?
Q4 - Questions by famiy members
were answered sufficiently?
Q1 - How well did the nurse listen to
your concerns?
Q2 - How well did the nurse explain
your treatment options?
Q3 - How well did your provider
explain follow up instructions?
Q4 - Questions by famiy members
were answered sufficiently?
Average

Table E1

Preintervention

month 1

month 2

3.8

3.9

3.7

month 3
Postintervention
3.8

3.6

3.6

3.4

3.5

3.7

3.9

3.7

3.9

3.6

3.8

3.7

3.9

3.5

3.8

3.6

3.8

3.6

3.8

3.9

3.7

4

4

4

3.9

4

4

3.7

3.8

4

4

3.9

3.9

4

4

3.9

3.9

3.78

3.88

3.75

3.81
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Figure E2
Nurses’ Healthy Work Environment
Surveys - Communication Questions
skilled communication
true collaboration
effective decision making
average

Table E2

Pre-intervention

Post-intervention
3.8
3.9
3.8
3.9

4.4
4.2
4.2
4.3
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Appendix F
Cost Benefit Analysis
This project is implementation of daily multidisciplinary rounds in order to improve
patients and staff satisfaction. Decreased complications and length of stay (LOS) are very
important secondary goals of the project.
The cost related to the project represents a total of $3216, mostly for the training of
the staff. There are 52 nurses, including nurse case managers, to be trained on the unit.
Nurses have an average hourly wage of $62.09 (Nurse Salary Guide, 2019). The CNLs
estimated time for education is 40 hours. The average CNLs hourly rate is estimated at $59
(Ziprecruiter, n.d.). The time for the inservice is 15 minutes. Materials needed for this project
will be negligible since online powerpoint presentation will be used. A few printed copies
may be necessary for consultation on the unit. Hence, $50 will suffice for the material.
The project’s goal is ultimately to improve patient and staff satisfaction. It is difficult
to measure the financial impact of those qualitative benefits. Increased patients’ satisfaction
means higher HCAPS scores and better reimbursement through Medicare. Increased staff
satisfaction means better retention of employees and decreased cost of hiring and orienting.
Something that is more easily calculated though is decreased LOS of patients in ICU because
of better coordination of care. Considering that the national average cost for an ICU bed is
$3518 per day, even a relatively small reduction in the ICU LOS can save the hospital a
significant amount of money. In Chava, Karki, Ketlogetswe & Ayala (2019), patients’ mean
LOS was reduced by 0.7 days. The microsystem treats approximately 240 patients a year.
Assuming the project can improve half of the LOS of patients, a possible reduction in 84 ICU
days can be anticipated. This translates into possible savings of $295,512. The net benefits
could be $292,296 (see Appendix G).
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Appendix G
Table of investment - ROI (Return on Investment)
Description
Improvement cost

Total annual cost
Decreased patients length of
stay
Calculated return on
investment (ROI)
Initial annual savings
Table G1

First year
Cost of staff education and training
52 nurses x $62 x .25(15 min) = $806
Cost of CNL salary
1 CNL x $59 x 40h = $2360
Cost of handout materials: 50$
$3216
$3518 savings per day reduction in LOS
$3518 x 84 days (estimated decreased in LOS) = $295,512
Total revenue – total cost
295,512 - 3216 = $292,296
Initial annual savings of $292,296

References
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Fishbone Diagram

Figure H1
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PDSA cycles

Figure I1
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Appendix J
Rounding Tools
Rounding tool #1
Critical Care Daily Multidisciplinary Rounding Tool
REASON FOR ICU CARE
☐ ED Admit ☐ RRT ☐ Code Blue Code Status: __________
Dx: ____________________________________________________
Pertinent Hx: ____________________________________________
CAM Score
☐ Positive for delirium ☐ Negative for delirium
BRAIN (Nurse and Family)
Sedation: ☐ None ☐ Propofol ☐ Precedex ☐ Other _________
RASS Score: __________ Target RASS: __________ CPOT Score ______
Daily Awakening: ☐ Done ☐ Not Done
PAIN MANAGEMENT
☐ Controlled ☐ Uncontrolled ☐ Source: _________ ☐ Tx: ___________
Recommended alternative:__________________________
LUNGS ✋ (Refer to Respiratory Therapist)
Mechanical Ventilation Day: ________________ ☐ N/A
SBT ☐ Yes ☐ No Ready for extubation? ☐ Yes ☐ No

Secretions: _______

HEART (Nurse and Doctor)
☐ Norepinephrine ☐ Epinephrine ☐ Vsopressin ☐ Cardizem ☐ Dobutamine
☐ Amiodarone ☐ Phenylephrine ☐ Other _______________
SBP:_____________ MAP: _______________ Goal Map: _______________
GI / GU ✋ (Refer to Dietitian and Speech Therapy)
☐ NPO ☐ TPN ☐ Regular ☐ TF Rate:___________ Type:___________
☐ Aspiration Precautions ☐ TF Goal:___________ ☐ SLP Consult Needed
Urine output: ☐ Adequate ☐ Inadequate
☐ HD patient
MOVEMENT ✋ (Refer to Physical and Occupational Therapy)
Early Mobility Score (check one)
☐ 1 – Bedbound ☐ 2 – Able to sit ☐ 3 – Able to stand ☐ 4 – Able to ambulate
PT/OT: ☐ Providing services ☐ Orders needed
Days from ICU admit to OOB to chair: __________ (goal <3)
LINES / DRAINS / TUBES (Nurse and Doctor)
☐ A Line ☐ PICC ☐ PIV ☐ HD Cath ☐ Foley
☐ Other: ______________________

NURSE-LED MULTIDISCIPLINARY ROUNDS
Which of the above can be discontinued? __________________
WOUNDS and SKIN (Nurse)
☐ No breakdown ☐ Surgical wound ☐ Dressing change ☐ Wound Vac
☐ Pressure Ulcer -> Stage ___________ ☐ On admission ☐ HAPU
MEDICATIONS ✋ (Refer to Pharmacist)
DVT Prophylaxis: ☐ SCD ☐ Heparin ☐ Lovenox ☐ Warfarin
GI Prophylaxis: ☐ Not Indicated ☐ Famotidine ☐ Pantoprazole
INFECTION
☐ Suspected ☐ Identified ☐ Source: __________________________ ☐ N/A
☐ Cx/sensitivities ☐ ABx: ___________________________________

✋ REFER TO CASE MANAGEMENT / SOCIAL WORKER
Next of Kin Involved: ☐ Yes ☐ No
DPOA Involved: ☐ Yes ☐ No
Advanced Directives: ☐ Yes ☐ No
POLST in chart: ☐ Yes ☐ No
☐ Conserved ☐ Other: _______________________
☐ Home Health ☐ Devices (PAP, O2, etc.) ☐ Other: ____________________
TRANSFER STATUS
☐ Patient to stay in ICU ☐ Patient to be discharged
☐ Transfer to other unit/floor:____________________
PLAN for TODAY / GOALS of CARE
☐ Palliative care consult needed?
☐ Patient education needed?____________________________
Diagnostic procedures: ________________________________
FAMILY
Who will update the family today?______________________
Family Spokesperson: ________________________________
Family Meeting needed? ☐ Yes ☐ No

Figure G1
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Rounding tool #2
ABCDEF bundle/Multidisciplinary Rounding Tool
Date:
Assess Pain

Room number:
Both

CPOT:
Numeric:
FLACC:

SAT:

CV pressors

ID Cultures
Sputum:
Blood:
Urine:
Antibiotics:
Insertion
date
Central:
PICC:
Foley:

Rhythm

Figure G2

SBT:

Choice of
sedation
Target
RASS:
Actual
RASS:
Sedatives:
Respiratory
Intubation
Date:
Vent
settings:
Vent
Bundle:
Yes
No
N/A

ICU DAY #
Delirium
CAM +/-

Code Status:

Early
Mobility
PT/OT

Family
engagement

PUD
Prophylaxis
Pepcid:
Protonix:

Blood
sugars

Comments/
Needs

DVT
Prophylaxis
Lovenox
SCD

Nutrition

Case
Managemen
t/Social
Services
Disposition
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Rounding tool #3
Critical Care Daily Multidisciplinary Rounding Tool
REASON FOR ICU CARE ICU DAY # Code Status: __________
Dx: __________________________________________________ ☐
RRT ☐ Code
Pertinent Hx:
__________________________________________________
BRAIN (Nurse and Family)
CAM score ☐ Positive for delirium ☐ Negative for delirium
Sedation: ☐ None ☐ Propofol ☐ Precedex ☐ Other _________
RASS Score: __________ Target RASS: __________ CPOT Score
______
Daily Awakening: ☐ Done ☐ Not Done
PAIN MANAGEMENT
☐ Source: ________________ ☐ Tx: _______________
LUNGS ✋ (Refer to Respiratory Therapist)
Mechanical Ventilation Day: __________ Vent settings:
_________________ SBT ☐ Yes ☐ No
HEART (Nurse and Doctor)
Rhythm:_____________ Pressors: _______________
GI / GU ✋ (Refer to Dietitian and Speech Therapy)
Nutrition: _________________ Blood sugars: _____________
MOVEMENT ✋ (Refer to Physical and Occupational Therapy)
Early Mobility Score ☐ 1 – Bedbound ☐ 2 –sit ☐ 3 – stand ☐ 4 –
ambulate PT/OT: _________
LINES / DRAINS / TUBES (Nurse and Doctor)
☐ A Line ☐ PICC ☐ PIV ☐ HD Cath ☐ Foley ☐ Other:
______________________
WOUNDS and SKIN (Nurse)
☐ Surgical wound ☐ Pressure Ulcer -> Stage ___________
MEDICATIONS ✋ (Refer to Pharmacist)
DVT Prophylaxis: ☐ SCD ☐ Heparin ☐ Lovenox ☐ Warfarin
GI Prophylaxis: ☐ Not Indicated ☐ Famotidine ☐ Pantoprazole
INFECTION
☐ Cx/sensitivities ☐ ABx: ___________________________________

✋ REFER TO CASE MANAGEMENT / SOCIAL WORKER
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Disposition: _______________________
PLAN for TODAY / GOALS of CARE
☐ Diagnostic procedures: ________________________________☐
Others
☐ stay in ICU ☐ to be discharged ☐ transfer to other
unit/floor:____________________
FAMILY
Family Spokesperson: _______________________ Family Meeting
needed? ☐ Yes ☐ No
Figure G3

47

48

NURSE-LED MULTIDISCIPLINARY ROUNDS
Appendix K
ICU Patient Satisfaction Survey

The overall visit
experience
The service you
received from our
staff members
The amount of
time your nurse
spent with you
The amount of
time your doctor
spent with you
The noise level
during the day
The noise level
during the night
Response to call
light
Your family
inclusion with
care and decision
making

How well did
your doctor listen
to your concerns?
How well did
your doctor
explain your
treatment
options?
How well did
your provider
explain follow up
instructions?
Questions by
family members
were answered
sufficiently?

Very Satisfied

Satisfied

Unsatisfied

Very Unsatisfied

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

Very Well

Somewhat Well

Very Little

Not At All

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐
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How well did
your nurse listen
to your concerns?
How well did
your nurse
explain your
medications?
How well did
your nurse
control your
pain?
Questions by
family members
were answered
sufficiently?
Figure K1

Very Well

Somewhat Well

Very Little

Not At All

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐
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Appendix L
Healthy Work Environment – Communication Questions
Skilled communication
Administrators, nurse managers, physicians, nurses and other staff maintain frequent
communication to prevent each other from being surprised or caught off guard by decisions.
Administrators, nurse managers, physicians, nurses, and other staff make sure their
actions match their words they "walk their talk."
Administrators, nurse managers, physicians, nurses, and other staff have zerotolerance for disrespect and abuse. If they see or hear someone being disrespectful, they hold
them accountable regardless of the person's role or position.
True Collaboration
Administrators, nurse managers, and physicians involve nurses and other staff to an
appropriate degree when making important decisions.
Nurses and other staff feel able to influence the policies, procedures and bureaucracy
around them.
When administrators, nurse managers and physicians, speak with nurses and other
staff, it’s not one-way communication or order giving. Instead, they seek input and use it to
shape decisions.
Effective decision making
Administrators, nurse managers, physicians, nurses and other staff are consistent in
their use of data-driven logical decision-making processes to make sure their decisions are
the highest quality.
The right departments, professions and groups are involved in important decisions.
Administrators, nurse managers, physicians, nurses and other staff are careful to
consider the patient’s and family’s perspectives whenever they are making important
decisions (American Association of Critical-Care Nurses, n.d.).
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Appendix M
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Appendix N
John Hopkins Research Appraisal Tool
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Figure N1
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